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Patient participation in inpatient 
ward rounds on acute inpatient 
medical wards: a descriptive study
Bernice redley,1,2 lauren McTier,1 Mari Botti,1,3 alison hutchinson,1,2 
harvey newnham,4 Donald campbell,5 Tracey Bucknall1,6
AbstrAct
Background Meaningful partnering with patients is 
advocated to enhance care delivery. Little is known about 
how this is operationalised at the point of care during 
hospital ward rounds, where decision-making concerning 
patient care frequently occurs.
Objective Describe participation of patients, with 
differing preferences for participation, during ward 
rounds in acute medical inpatient services.
Methods Naturalistic, multimethod design. Data 
were collected using surveys and observations of 
ward rounds at two hospitals in Melbourne, Australia. 
Using convenience sampling, a stratified sample of 
acute general medical patients were recruited. Prior 
to observation and interview, patient responses to the 
Control Preference Scale were used to stratify them 
into three groups representing diverse participation 
preferences: active control where the patient makes 
decisions; shared control where the patient prefers to 
make decisions jointly with clinicians; and passive control 
where the patient prefers clinicians make decisions.
Results Of the 52 patients observed over 133 ward 
rounds, 30.8% (n=16) reported an active control 
preference for participation in decision-making during 
ward rounds, 25% (n=13) expressed shared control 
preference and 44.2% (n=23) expressed low control 
preference. Patients’ participation was observed in 
75% (n=85) of ward rounds, but few rounds (18%, 
n=20) involved patient contribution to decisions about 
their care. Clinicians prompted patient participation 
in 54% of rounds; and in 15% patients initiated their 
own participation. Thematic analysis of qualitative 
observation and patient interview data revealed two 
themes, supporting patient capability and clinician-led 
opportunity, that contributed to patient participation or 
non-participation in ward rounds.
Conclusions Participation in ward rounds was similar 
for patients irrespective of control preference. This study 
demonstrates the need to better understand clinician 
roles in supporting strategies that promote patient 
participation in day-to-day hospital care.
IntroductIon
National and international policy and 
research recognise the positive influence 
of patient participation in advancing 
healthcare quality and patient safety,1–3 
containing healthcare costs4 5 and 
improving population health outcomes.6 
Meaningful partnering with consumers 
is advocated to enhance clinical care 
delivery7 8; however, little is known about 
how this is operationalised at the point of 
care in acute hospital settings.
Ward rounds are a frequent, routine 
hospital activity where decision-making 
concerning patient care often occurs.8 9 
Ward rounds provide an ideal opportu-
nity to involve patients in decisions about 
their healthcare to ensure it meets their 
preferences and needs. Proposed benefits 
of patient participation in their healthcare 
decisions include improved patient-cen-
tred communication and teamwork, 
quality and safety of care delivery and 
increased patient and staff satisfaction 
(table 1).10–16 To date, examination of 
patient experiences of participation in 
acute hospital ward rounds is limited.
Patient participation research has 
predominantly focused on patient 
involvement in decision-making and 
consistently shows that patient preference 
for participation in care is highly vari-
able.17–19 Patient preference for partic-
ipation can be influenced by patient 
characteristics, the care context and type 
of decision to be made.20–22 Findings of 
associations between demographic vari-
ables, including age and gender, and 
preference for decision-making have 
been inconsistent; some studies report 
‘younger patients’ are more active in their 
care,19 23–25 while others show no asso-
ciation between age and participation 
preference.26 There is also evidence to 
suggest that in acute care environments 
when patients are acutely ill or fatigued, 
their ability to participate is reduced25 27 
and clinicians may inaccurately interpret 
or judge patient participation prefer-
ence.28 29 In addition, clinician factors can 
limit the extent to which patients can and 
do participate in their care, irrespective of 
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Table 1 Ward round goals and key elements
Goals Key elements
Promote patient 
participation and 
engagement in their 
care delivery.
A standard routine, structure and process: this 
promotes shared understanding and expectations 
by the patient and the multidisciplinary team.
Support timely, 
patient-centred 
interprofessional 
communication and 
teamwork, problem 
solving and decision-
making.
Facilitated patient (and carer/companion) 
participation and input into decision-making and 
care planning: a key nursing role is to preidentify 
any patient or companion concerns/problems/
questions and support them to raise these during 
the round.
Cross-checking the diagnosis, treatment and 
progress at regular intervals with the patient 
and the care team: this promotes a shared 
understanding of care.
Detect and mitigate 
patient safety risks 
early.
Use of a quality and safety checklist to prevent 
predictable hospital complications.
Interdisciplinary input into shared problem 
solving
Use time and 
resources efficiently.
Verbalising a synthesised plan and clear 
responsibility for action
Real-time recording and documentation of the 
care plan
patient preference for participation. Information and 
respect from the healthcare team are important prereq-
uisites for participation.30 31 The literature reflects 
ongoing uncertainty about links between patient pref-
erence and factors related to the patient, interactions 
with clinicians and the extent of patient participation 
in care. For the purpose of this study, patient partici-
pation in ward rounds was operationalised as encom-
passing the range of interactions between the patient, 
their care providers and the healthcare environment 
that impacts their involvement in ward rounds.
Despite recommendations that patient and 
companion participation in hospital ward rounds 
is best practice,8 the role of the patient during ward 
rounds is poorly understood. Structured interprofes-
sional bedside rounds have been proposed as a way to 
promote patient participation, patient-centred inter-
professional teamwork, patient safety and workflow 
efficiency.11 12 32 33 In Australia, to meet a number of 
patient safety and efficiency goals (table 1), several 
hospitals have locally adapted variations of stan-
dardised inpatient team ward round practices34–37 in 
their acute medicine units. Complex acute general 
medical patients provide an ideal group to explore 
patient perceptions and experiences of participation in 
ward rounds because they often need tailored, inter-
professional decisions about their care.
In this study we sought to describe participation of 
patients, with differing preferences for participation, 
during ward rounds in acute medical inpatient services. 
The purpose was to identify clinical practice strategies 
that may enhance patient experiences of participation 
during inpatient ward rounds in patients with differing 
preferences, inform ongoing service improvement and 
scaffold further research to promote patient participa-
tion in acute care contexts.
Aim
Guided by the question ‘What are patients’ experi-
ences of participation in ward rounds in acute general 
medical inpatient services?’ the specific objectives 
were to:
 ► examine patient preferences for participation in acute 
general medicine ward rounds using the Control Prefer-
ence Scale (CPS) and Patient Activation Measure (PAM), 
respectively;
 ► describe patient participation in inpatient ward rounds; 
across different ward round practices and different 
patient preferences for participation;
 ► elicit patient self-reports of their experiences of ward 
rounds;
 ► identify clinician factors proposed to hinder or facilitate 
patient participation.
Methods
A naturalistic, multimethod study design was used to 
describe patient participation during ward rounds in 
acute medical inpatient services at two tertiary hospi-
tals in Melbourne, Australia. Data were collected 
using surveys and naturalistic observations over two 
phases. A survey was used in a structured face-to-face 
interview to identify the patient’s activation level and 
preference for participation in ward rounds. This was 
followed by naturalistic non-participant observation to 
capture objective data on patient participation in up to 
three consecutive inpatient ward rounds; each obser-
vation was immediately followed by a short semistruc-
tured interview to elicit qualitative data about patients’ 
perspectives of their experience.
Patients provided verbal consent for the survey and 
written consent for observation and interviews; all 
staff were informed about observations and given the 
opportunity to ‘opt out’ at each round.
setting
Two tertiary hospital sites provided some heteroge-
neity in terms of ward round practices, stages of local 
improvement, patient profiles and models for service 
delivery within a general medical cohort.
Participants
Convenience sampling was used to screen consecutive 
patients to recruit a stratified sample of acute general 
medical patients representing each of three patient 
participation preference categories (passive, shared, 
active) elicited by the CPS. At least 12 participants 
were recruited into each of the three control prefer-
ence groups to examine data for patterns of interac-
tions in analyses. Data collection was to cease when a 
minimum of 12 participants was obtained in each of 
the three groups; however, as data collection occurred 
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concurrently across two sites, between 13 and 23 
participants were recruited into each group.
data collection
Over 3 months in late 2015, screening of 160 patients 
admitted to the participating general medicine wards 
resulted in recruitment of 52 participants. All patients 
provided verbal consent, and were interviewed within 
24 hours of arrival to the ward to collect survey data; 
up to three consecutive daily ward rounds were 
observed using a semistructured data collection tool 
(see online supplementary file).
Observation data were collected by local clinicians 
recruited and trained, using videos of ward rounds, 
in observation methods and use of the data collection 
tool (online supplementary file). Training concluded 
when interobserver agreement between the researcher 
(BR) and the clinician observer was 100% when exam-
ining the same video.
data collection instruments
To ensure the study sample was heterogeneous in 
their preferences for participation in medical ward 
rounds, participants were assessed using the CPS38 to 
stratify them into one of three preference groups. In 
addition, the short PAM39 40 was used as a comple-
mentary measure to examine patient motivation to be 
engaged in their care. Previous use of the CPS27 38 and 
PAM33 40–42 has demonstrated acceptable reliability, 
validity and usability with a range of older adult study 
populations and in acute care. Patients’ preferred 
level of involvement in medical ward round deci-
sion-making was assessed using five CPS statements 
that ranged from a completely passive role (only the 
doctor makes the decision) to a completely active role 
(only the patient makes the decision).38
Non-participant observation data were collected 
using a semistructured data collection tool that 
prompted the observer to collect data related to the 
patient, clinician and the environment over three 
stages of ward round interactions (online  supplemen-
tary file).
data analysis
Survey data to examine the CPS and PAM were scored 
using authors’ instructions38–40 43 and analysed using 
descriptive statistics. During analysis of the CPS, the 
first two and last two response levels were respec-
tively collapsed into one, resulting in three categories: 
passive, shared and active roles.43 Descriptive statistics 
were used to analyse CPS and PAM data as well as 
frequencies of specific observed behaviours.
Consistent with qualitative descriptive enquiry 
methods,44 45 naturalistic observation and interview 
data were transcribed and analysed together. Two 
steps of analyses were used. In the first step, observa-
tion data were coded to capture specific behaviours 
that reflected (1) patient participation in their care 
delivery, (2) patient-centred care, and (3) patient 
involvement in teamwork. Content analysis was used 
to capture frequencies of specific behaviours during 
ward rounds45 (table 1). In the second stage, thematic 
analyses of the interview data using the framework 
method46 captured patterns in perceived clinician–
patient interactions that reflected barriers and facili-
tators to patient participation. Illustrative quotes from 
the transcripts were used to support interpretation.
Three forms of triangulation47 were used to enhance 
rigour: source triangulation involved participant 
recruitment from two hospital sites and analysis of data 
for consistency; method triangulation involved anal-
yses of data collected using multiple methods (survey, 
observation and interview); and analyst triangulation 
involved independent coding of transcript sections by 
at least two members of the research team, followed 
by comparison and resolution of any differences with 
an additional researcher. The emerging findings and 
propositions were discussed and possible alternative 
interpretations considered and used to build prelimi-
nary propositions about patient and clinician factors 
influencing participation in ward rounds.
results
Participant characteristics and preference for 
participation in ward rounds
Most of the 52 patient participants were over 65 years 
of age (M=73; SD=14.2; 95% CI 79 to 77 years); 
58% (n=30) were from hospital site 1; 52% (n=27) 
were female; 70% (n=36) were Australian born and 
almost half (46%, n=24) were living at home with 
others (table 2). Most (n=42, 78%) had been hospi-
talised within the previous 2 years. Consistent with the 
intent to capture a heterogeneous sample in relation 
to control preference on arrival to hospital, 30.8% 
(n=16) of patients reported a control preference for 
active participation in decision-making during ward 
rounds, 25% (n=13) expressed shared control prefer-
ence and 44.2% (n=23) expressed low control prefer-
ence when screened within 24 hours of arrival on the 
ward (table 2). In relation to PAM scores, 28% (n=14) 
reported low scores and 28.8% (n=15) reported high 
scores, suggestive of high engagement in their care48 
(table 2). In each of the CPS groups, all PAM scores 
were represented, and the proportion of participants 
with a high PAM score (score 4) was similar across the 
three CPS groups (table 2).
Patient participation in ward rounds
Patients were observed to participate in 75% (n=85) 
of the 113 ward rounds observed, with similar 
proportions of participating patients observed across 
all control preference groups. Patient contributions 
included asking questions, answering or responding 
to questions, and conversing with clinician(s) during 
ward rounds.
 o
n
 6 M
arch 2019 by guest. Protected by copyright.
http://qualitysafety.bmj.com/
BM
J Qual Saf: first published as 10.1136/bmjqs-2017-007292 on 23 February 2018. Downloaded from 
18 Redley B, et al. BMJ Qual Saf 2019;28:15–23. doi:10.1136/bmjqs-2017-007292
Original research
Table 2 Participant characteristics
Overall
n (%)
CPS active
n (%)
CPS shared
n (%)
CPS passive
n (%)
Participants 52 (100) 16 (30.8) 13 (25.0) 23 (44.3)
Age, years, M (SD) 73 (14.2) 67.1 (18.6) 76.5 (10.1) 75.6 (12.0)
Site 1 29 (56) 9 (31) 9 (31) 11 (38)
Site 2 23 (44) 7 (30) 4 (17) 12 (52)
Female, site 1 19 (66) 6 (31.6) 5 (26.3) 8 (42)
Female, site 2 8 (35) 5 (62.5) 2 (25) 1 (12.5)
PAM level
  1 6 (37.5) 3 (23.1) 4 (17.4) 
  2 1 (6.3) 2 (15.4) 6 (26.1)
  3 4 (25) 3 (23.1) 6 (26.1)
  4 5 (31.3) 5 (38.5) 7 (30.4)
Living situation At home with others 9 (56.3) 7 (53.8) 8 (34.8)
Living alone 6 (37.5) 6 (46.2) 14 (60.9)
Hospitalised in the last 2 years 41 (79) 13 (81.3) 13 (100) 15 (68.2)*
Identified someone they thought it was important to have 
with them during ward rounds
11 (68)† 4 (37.1)† 9 (39.1)†
*Excluded missing data.
†Excludes those who did not identify someone they would like to have with them during ward rounds.
CPS, Control Preference Scale; PAM, Patient Activation Measure. 
In just over half (54%) of the 113 ward rounds, 
clinicians were observed to prompt patient participa-
tion and in 15% (n=17) of rounds, 13 patients were 
observed to initiate their own participation. Interest-
ingly, the proportions of clinician and patient initiated 
participation were similar across the three control 
preference groups (table 2). Both medical (61%) and 
nursing staff (39%) prompted patient participation 
in the ward round. Patient introduction to clinicians 
attending the ward round was observed in only 15% 
of rounds.
Patients most often engaged at the beginning of 
the ward round (67%), but in 3.5% (n=4) of rounds 
patients were engaged only near the conclusion of the 
round. More than half of the patients (50.9%) in the 
low CPS group participated in all three stages of the 
ward round (entry, process, exit), while less than 20% 
of patients in the shared and active CPS groups were 
observed to participate at all stages of the ward round.
Patients contributed information in 68% of rounds. 
Surprisingly, this was most frequent for patients 
expressing passive control preference (75.5%) 
compared with the shared preference group (65.4%) 
and the active control preference group (59%). 
Patients were given specific information by clinicians 
in two-thirds (64%) of rounds and, in 42%, potentially 
sensitive information was shared. However, observers 
indicated technical language was used in over 60% 
of rounds. Patients were asked if they had any ques-
tions in less than half (43%) of rounds, and patient 
preferences about their care were elicited infrequently 
(6.7%). Patients were observed to contribute to care 
decisions in 23% of rounds where a decision was made 
(n=87).
Factors influencing patient participation
Qualitative thematic analyses of observations and 
patient interviews undertaken immediately following 
the observed ward rounds identified two overarching 
themes in clinician interactions that appeared to 
contribute to patient participation or non-participa-
tion in ward rounds: supporting patient capability and 
facilitating opportunity. Online supplementary table 4 
provides illustrative extracts from the qualitative data 
for each theme and the subthemes.
supporting patient capability for participation
The first theme captured factors that supported 
or hindered patients’ ability to participate in ward 
rounds. Three subthemes emerged: (1) providing 
clear and understandable information; (2) building 
patient confidence; and (3) empowering patients to 
participate. Patients who received information they 
could understand expressed feeling more equipped 
and involved, while some patients who experienced 
clinicians’ use of medical terminology felt excluded. 
Patients also described an increase in their confidence 
to participate when clinicians listened respectfully to 
their questions and concerns. Having these questions 
addressed and their opinions about their healthcare 
sought empowered patients to participate meaning-
fully (see online supplementary table 4).
Facilitating opportunities for patient participation
Clinician behaviours and environmental factors 
that appeared to promote or discourage opportu-
nities for patient participation in ward rounds were 
also captured. Two subthemes were: (1) intention-
ally inviting patient participation; and (2) creating a 
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participatory environment. Some patients described 
feeling specifically invited by clinicians to participate 
through introductions of staff members or direct ques-
tions, while others relayed frustrations about being 
excluded or, commonly, unable to hear the conver-
sation. During 30% (n=34) of ward rounds, envi-
ronmental factors such as an interruption or distrac-
tion appeared to hinder the opportunity for patient 
participation. However, some patients described the 
benefits to their participation when clinicians made a 
deliberate effort to enter the room and engage with 
them rather than speaking from outside of the room, 
discussing other patients or answering pagers during 
the ward round.
dIscussIon
This study demonstrates the need to better under-
stand how to implement strategies to promote patient 
participation in day-to-day hospital care such as ward 
rounds. Despite recognition of patient participation as 
an indicator of quality care, and more recently as a 
method of improving the safety of care delivery, there 
is little consensus on how patient participation can 
be operationalised during daily practice in acute care 
settings.49–52
Daily ward rounds are a key point for deci-
sion-making and provide an ideal opportunity for 
patient participation; however, this study showed 
few rounds (18%) involved patient participation in 
decisions about their care. Surprisingly, most of those 
who contributed information to ward rounds had, on 
arrival at hospital, expressed a low control prefer-
ence for participation in decision-making during ward 
rounds. Several plausible explanations for this finding 
warrant further investigation. First, patient preference 
for participation may change throughout their hospital 
stay; in this study, patient preference data were 
collected within 3 days prior to the observation data 
but were not collected again on the day of observation. 
Second, it may be the opportunities for patient partici-
pation, rather than patient preferences themselves that 
drive patient participation. The data suggest clinicians 
more often provided specific information, important 
for patients’ ability to participate, to those with a 
passive control preference than to those with active 
or shared preference. Similar to previous research, 
patient participation in ward rounds appeared to be 
influenced by factors related to the clinician, patient 
and environmental situation.53
Patient preferences for participation and actual 
participation in inpatient ward rounds
Consistent with the intention of the recruitment 
strategy, participants in each of three control prefer-
ence groups (passive, shared, active) were recruited 
using consecutive recruitment to reach the minimum 
sample size in all groups. This resulted in a higher 
proportion of participants in the passive control 
preference group (44%, n=22) than the active (30.8%, 
n=16) and shared control preference groups (25%, 
n=13). In this study, the proportion of patients with 
passive control preference for participation in medical 
decision-making was higher than previously reported 
in samples of acute medical patients (30%–34%)33 
and postoperative cardiac surgery patients (preference 
for decisions about postoperative exercises) (22%).20 
Alternatively, higher proportions of patients with acute 
cancer (58%)27 and infectious diseases (61%)29 have 
reported passive control preference for participation 
in decisions about symptom management and medical 
care, respectively. The role of patient condition and 
the type of involvement preferred remains relatively 
underexplored and warrants consideration in future 
research.
Most patients in each of the control preference 
groups were observed to participate in some way 
during the ward round, with the proportions of patient 
that initiated participation similar across the three 
control preference groups (11.8%–19.2%) (table 3). 
However, those in the passive control preference 
group were least often observed to participate (77%); 
but most often observed to contribute specific informa-
tion during the ward round (75.5% vs 59%–65.4%). 
These findings are consistent with previous reports 
that suggest patients may enact a different role from 
their initially preferred control preference.29 Similar to 
previous research, these findings suggest clinicians may 
inaccurately interpret or judge patient preference for 
participation in care28 29; hence, strategies for sharing 
information and creating opportunities for patients to 
participate may not be effective.
Patient factors contributing to participation
Patient self-initiated contribution was observed in 
only 15% of ward rounds, but included patients in all 
preference groups. The variable patient participation 
in ward rounds can, in part, be attributed to patients’ 
ability to participate. To participate in decision-making 
about their healthcare, patients require knowledge of 
relevant facts, communication skills and confidence48 
as well as personal and social resources. This requires 
clinicians to use non-technical language to impart rele-
vant information and ensure patients understand risks, 
benefits and characteristics of treatments to support 
informed decision-making.54 In addition, clinician 
engagement when listening to patients is essential for 
individualised, person-centred care, and can have a 
therapeutic effect53 as was evidenced by participants’ 
comments about feeling respected and empowered 
when they were listened to.
In this study, where the participants were acutely 
unwell, vulnerable, distracted by multiple events and 
sometimes overwhelmed by the volume of stimuli, 
only verbal communication by clinicians was observed; 
and patient contributions to decisions were seldom 
observed. These findings support previous research 
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Table 3 Ward round characteristics and observed participation
Behaviour observed Category
CPS active
n (%)
CPS shared
n (%)
CPS passive
n (%)
Number of WR (n=113) 34 (30) 26 (23) 53 (46.9)
Site 1 (n=70) 21 (30) 19 (27.1) 30 (42.8)
Site 2 (n=43) 13 (30.2) 7 (16.3) 23 (53.4)
Number of WRs observed per patient One ward round 4 (25) 5 (38.4) 5 (22.7) 
Two ward rounds 7 (43.8) 3 (23.1) 7 (31.8) 
Three ward rounds 5 (31.25) 5 (38.5) 11 (50) 
Number of staff present for WRs Range 2–12 2–11 2–11
Patient participation
  Patient participation observed during WR Yes 25 (83.3) 19 (82.6) 41 (77.4)
  Patient participation observed in all stages of WR Yes 6 (17.6) 5 (19.2) 27 (50.9)
Teamwork
  Patient contributed information during WR. Yes 20 (59) 17 (65.4) 40 (75.5)
  Patient was given specific information by clinicians. Yes 16 (47.1) 14 (53.8) 34 (64.2)
  Plain (non-technical) language used No 22 (64.7) 12 (46.2) 32 (60.4)
  Potentially sensitive information was shared with 
patient.
Yes 15 (44.1) 13 (50) 19 (35.8)
  A decision was made/care planned during WR. Yes 26 (76.5) 20 (76.9) 41 (77.4)
Patient-centred care
Timing of engagement Beginning (entry) 16 (47.1) 11 (42.3) 41 (77.4)
Middle (process) 7 (20.6) 6 (23.1) 4 (7.5)* 
Near end (exit) 3 (8.8)* 1 (3.8)* 
  Initial patient participation prompted by 
  
  
Patient (self) 4 (11.8) 5 (19.2) 8 (15.1) 
Clinician 18 (52.9) 13 (50) 30 (56.6) 
Both 3 (8.8) 1 (3.8) 3 (5.7) 
Clinician observed to prompt patient contribution   Medical 21 (61.8) 12 (46.2) 28 (52.8) 
Nurse 8 (23.5) 11 (42.3) 22 (41.5) 
  Patient preference was elicited. Yes 3 (8.8) 4 (7.5)
  Patients asked if they had any questions. Yes 15 (44.1) 11 (42.3) 19 (35.8)
  Patient contributed to decisions during WR. Yes 7 (20.6) 2 (7.7) 11 (20.8)
*Excludes missing data.
CPS, Control Preference Scale; WR, ward round.
suggesting physician decisions often take place in isola-
tion of input from other professions or their patients.55 
This approach may fail complex acute general medical 
patients who often need tailored, interprofessional 
decisions made about their care.55 Decision aids, visual 
and written information, considered useful to enhance 
patient understanding and retention of information in 
acute settings,56–58 could be adapted for use on ward 
rounds and warrant further investigation.
Patients who indicated they received information 
delivered in a way they could understand, as well as 
feeling respected and supported by clinicians, reported 
they felt they could meaningfully contribute to ward 
rounds. Alternatively, others reported they did not 
understand information provided, know how to be 
involved or feel able to contribute during the round. 
Barriers to patient participation included not hearing 
or understanding clinicians, use of technical language 
and events or clinician behaviours perceived as unsup-
portive of their participation; findings consistent 
across both observation and interview data.
clinician factors influencing patient participation
Complementing patient capability, clinician-led oppor-
tunities for participation emerged as an important 
contributor to patient involvement in ward rounds. 
Clinician behaviours such as introducing themselves to 
the patient, prompting by asking a question or explicitly 
inviting patients’ contribution were observed to facilitate 
patient contribution to ward rounds. Interestingly, those 
in the passive control preference group were most often 
observed to be prompted by clinicians to participate in 
the ward round (table 3). However, these behaviours 
were not consistently observed across all ward rounds 
suggesting patient opportunity for participation was 
often limited. In 18% of the observed rounds, patients 
were not engaged at the commencement of the round 
and in 3.5% (n=4) of rounds, patients were engaged only 
at the conclusion of the round.
Variation in behaviours observed in this study is 
consistent with international research suggesting struc-
tured ward rounds alone may have little or no impact 
on patients’ perceptions of shared decision-making, 
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activation or satisfaction with care.33 This study 
provides an illustration of how, despite clinicians’ best 
intentions, aspects of hospital care such as ward rounds 
are socially organised to overlook the subjectivities of 
patients and families.59 This study highlights the key 
role of clinician behaviours in supporting capability 
and providing opportunity for patient participation 
and the many opportunities for research to contribute 
to the understanding and improvement of patient 
participation in treatment decision-making during 
acute hospital care.
study limitations
The potential for response bias through convenience 
sampling was minimised by screening and recruiting 
consecutive patients. The purpose of this study was to 
explore variables of interest to patient participation 
across a diverse sample, rather than report specific site 
findings. However, differences between sites may have 
influenced the findings. Exploration of differences 
between site and care models is worthy of considera-
tion in future research. This study did not specifically 
examine clinician perspectives of patient participa-
tion in ward rounds, rather data captured were inter-
actions between the patient and the clinicians during 
ward rounds. Research shows that clinician and patient 
perspectives can differ and this is also worthy of future 
exploration.
It is possible the semistructured guide used for 
patient interviews may have influenced participant 
responses. Similarly, as clinicians were aware of the 
study and collection of observation data, they may 
have altered their behaviour. Rather than a limita-
tion, it is possible that clinician awareness of the study 
purpose and data collection may have prompted them 
to behave in ways they perceived to be socially desir-
able and this enhanced the opportunity to collect data 
on effective patient–clinician interactions during ward 
rounds. The current study did not measure change in 
patients’ control preference across their hospital stay. 
Finally, observers were aware of the preference group 
patients belonged to, which may have introduced 
potential for observer bias. The use of a semistruc-
tured observation tool, observer training, collection of 
observation data over a period of time, clinician famil-
iarity with observers and collection of data only on 
selected patients all assisted to mitigate risk for bias.
conclusIon
Observed patient participation was similar across the 
three control preference groups. Differences in control 
preference and activation did not appear to influence 
patients’ level of participation in ward rounds. Rather, 
observations suggest participation in decision-making 
about their care was limited by patients’ ability and 
the opportunities provided. Clinician behaviours were 
varied and appeared to both hinder and facilitate 
patient participation in ward rounds. Future research 
should focus on better understanding clinician roles 
in supporting patient capability and opportunity for 
participation in ward rounds.
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